The management of chronic noncancer pain (CNCP) involves trade-offs between immediate and delayed consequences of various treatments. Temporal trade-offs may be particularly salient for older adults because of age-related differences in prognosis and perceptions of future time. This study examined how perceptions of time influence the management of CNCP among patients and providers with particular emphasis on age differences. Design and Methods: Focus groups were conducted with 28 CNCP patients (5 groups), 21 physicians (4 groups), and 23 physical therapists (3 groups). Audiotapes were transcribed and analyzed using standard qualitative methods. Results: Analyses identified multiple aspects of time perceptions that are relevant to the management of CNCP: the long-term prognosis, the time horizon used for concrete treatment planning, and concerns about future side effects. Although there was some overlap, these aspects showed divergent patterns across age groups and between patients and providers. Patients and providers agreed that pain is more stable and chronic in older adults. Time horizons in treatment planning differed between patients who were present-focused and providers who were focused on longer term effects, but treatment horizons did not differ by patient age. Finally, although providers were more concerned about future side effects in older people, patients' concerns did not differ by age. Implications: Time horizons have practical implications for the quality of the patient-provider relationship and self-management of CNCP. A better understanding of the underlying mechanisms could inform interventions to reduce age disparities in pain care.
limited by a lack of screening and identification of pain, inadequate training in pain management, and fear of causing harm with pharmacologic interventions (Bruckenthal et al., 2009; Monti & Kunkel, 1998) . Among older patients, psychosocial factors and cognitive impairment were found to be associated with an underreporting of pain (Bruckenthal et al., 2009; Monti & Kunkel, 1998) . Moreover, both patients and providers may believe (incorrectly) that pain is a natural part of aging (Appelt, Burant, Siminoff, Kwoh, & Ibrahim, 2007; Sofaer et al., 2005) .
Treating chronic noncancer pain (CNCP) requires long-term therapeutic measures, and, as such, involves inherent trade-offs between immediate and delayed effects of various treatments (Chapman, 2003) . Some treatments, such as nonsteroidal anti-inflammatory drugs (NSAIDs), offer swift pain relief but have problematic side effects over time; others, such as exercise regimens or surgery, may temporarily exacerbate pain but promise longer lasting relief. Thus, pain management preferences may be influenced by temporal horizons, that is, the length of time patients and their providers look ahead when anticipating the course of the pain condition and planning treatments.
Time horizons may be particularly salient in treating older patients because of age differences in the time course and long-term prognosis of CNCP (Bruckenthal et al., 2009; Herr, 2010) . Prior research has shown that temporal horizons influence various aspects of decision making and that such effects may differ by age (for reviews, see Klapproth, 2008; Löckenhoff, 2011 ). Yet little is known about their role in pain management. This study extends prior work by examining agerelated differences in patients' and providers' temporal horizons in the context of pain management decisions (Bruckenthal et al., 2009; Herr, 2010) . Although this question has not been directly examined, evidence from psychology and behavioral economics suggests that, relative to physical time, subjective perceptions of time show systematic distortions, which may have important implications for decision making (for a review, see Klapproth, 2008; Löckenhoff, 2011) . Within this body of work, two lines of research are particularly relevant for understanding potential age differences in pain management.
The first line of evidence examines intertemporal choices, that is, choices involving trade-offs between immediate and delayed outcomes (for a review, see Frederick, Loewenstein, & O'Donoghue, 2002) . In laboratory contexts, respondents were found to prefer smaller, immediate monetary gains over larger delayed gains and larger, delayed losses over smaller immediate ones (Frederick et al., 2002) . This tendency to devalue delayed outcomes relative to immediate ones is also known as temporal discounting, and recent evidence suggests that it shows a linear decrease with age (Löckenhoff, 2011; Löckenhoff, O'Donoghue, & Dunning, 2011) . The ability to anticipate future affective states, in turn, is stable or improves with age (for a review, see Scheibe, Mata, & Carstensen, 2010) . If this pattern translates to pain management, one might expect that preferences for immediate pain relief wane with age, whereas concerns about future side effects and the willingness to commit to long-term regimens increase as one ages. Also, if older adults and their physicians perceive pain conditions to be more chronic in nature, they may be encouraged to take a more long-term view with respect to treatment planning.
A second line of research, however, suggests a different pattern of age effects. Guided by the theoretical framework of socioemotional selectivity theory (Carstensen, Isaacowitz, & Charles, 1999) , researchers have examined how global time horizons, that is, perceived time remaining in life, affect motivational priorities. Growing evidence suggests that open-ended time horizons are associated with a focus on information acquisition and future planning, whereas limited time horizons emphasize emotional well-being and gratification in the present moment (for a review, see Carstensen, 2006) . In the context of pain management, older adults' time horizons may be perceived as more limited because they are both subjectively and objectively nearer to the end of life (Carstensen, 2006; Hancock, 2010) . Thus, advanced age may be associated with a preference for prompt pain relief over long-term outcomes. By the same token, physicians might be more likely to focus on immediate quality of life if they do not expect their patients to live long enough to experience longterm side effects.
In summary, perceptions of temporal horizons may contribute to age differences in patients' and providers' approaches to pain management, but to date, the direction and underlying mechanisms of such effects have not been explored. Moreover, it is not clear to what extent treatment time horizons are similar (or dissimilar) among groups of stakeholders (e.g., patients vs. different types of providers). Translating laboratory-based research on decision making to realistic settings is notoriously difficult (Chapman, 2003) . To successfully apply insights from psychology and behavioral economics to pain management, they need to be integrated with conceptualizations of time horizons in clinical contexts.
Given the lack of published research in this area, we employed a focus group approach to obtain qualitative data on perceptions of temporal horizons among patients living with CNCP and among the providers involved in their treatment. Following the considerations outlined previously, we focused on (a) providing detailed descriptions of conceptualizations of time horizons among key stakeholders involved in pain treatment, (b) gathering initial evidence for broad age differences in such concepts, and (c) exploring potential implications for clinical practice.
Methods

Study Sites and Participants
Following standard qualitative research practices, we employed purposive (rather than representative) sampling to identify individuals with experiences and insights relevant to the research questions (Bernard, 2006) . On the provider side, we recruited both physicians and physical therapists because these groups frequently encounter patients with CNCP in practice and because pharmacological and nonpharmacological treatment approaches may differ in their relative balance between immediate and delayed outcomes. On the patient side, we recruited patients with a history of CNCP. Participants were stratified into a middle-aged (40-59 years) and an older group (60 years or older) because age 60 is widely considered as the onset of old age (e.g., Chan et al. [ in press]) and may make temporal horizons more salient. Although we attempted to recruit patients younger than 40 years, the youngest participant was 43 years old, which is consistent with the epidemiology of chronic pain (Elliott, Smith, Penny, Smith, & Chambers, 1999) .
Patients and physicians were recruited from Weill Cornell Internal Medicine Associates (WCIMA) and the New York-Presbyterian Hospital (NYPH) Wright Center on Aging, the faculty outpatient practices at Weill Cornell Medical College/NYPH for internal medicine and geriatric medicine, respectively. Physical therapists were recruited from the Department of Rehabilitation Medicine at NYPH, a large, academic, tertiary care facility in Manhattan. All participants were fluent in English.
Providers were contacted during routine staff meetings and via staff e-mail lists. They were eligible if they had been working with pain patients for more than 1 year and reported that at least 10% of their patient panel experienced CNCP.
Patients were referred by their physicians based on meeting the following criteria: (a) reported CNCP for more than 1 year, (b) endorsed an average pain level of 2 or greater on a 10-point scale (McCaffery & Pasero, 1999) at the time of enrollment, and (c) exhibited no cognitive impairment based on their providers' judgment. Further, because this study sought to examine perceptions of long-term treatment horizons, participants had to have a remaining life expectancy of more than 1 year (based on providers' judgment).
Before the group discussion, participants completed a background questionnaire assessing demographic information. In addition, providers indicated whether they had received specific training in pain management and described their patient panel with regard to age and the proportion of patients with chronic pain. Patients rated their current pain levels on a 10-point scale (McCaffery & Pasero, 1999) , indicated how long they had been suffering from chronic pain (in years), and described their specific diagnosis (open-ended format). Finally, patients rated how often they felt sad/depressed/miserable on a 4-point Likert scale (from 1 = never to 4 = always; Osborn et al., 2003) . Table 1 provides demographic characteristics for the different groups as well as descriptive information about patients' pain. Table 2 provides training and practice characteristics for the two types of providers. Apart from the age difference between the two patient groups, none of the between-group differences reached statistical significance.
Focus Group Methodology
The focus group guide (see Supplementary Material) was designed to address the specific research questions listed earlier. We obtained feedback on an initial draft from an advisory panel of key informants including a geriatrician, a gerontologist, a behavioral economist, a social psychologist, and three patients suffering from chronic pain. Revisions were made to improve understanding and clarify concepts (four review cycles).
Apart from a warm-up question (asking providers to discuss their training and asking patients to describe their pain condition), focus group guides for patients and providers followed a parallel construction. Questions targeted temporal stability and fluctuations in pain levels, predictability of pain, temporal horizons for different treatment regimens, trade-offs among immediate and delayed consequences of treatments, and discrepancies in treatment time horizons between patients and providers. Because of our interest in age differences, providers were prompted to discuss the role of patient age and patients were prompted to discuss perceived changes over the course of their condition. To ensure complete coverage, the guide ended with open-ended questions to elicit additional insights about the role of time horizons in pain management.
Focus groups were scheduled from August 2010 until April 2011 and held in meeting rooms at the three study sites. Groups ranged from 4 to 9 participants and were conducted by trained facilitators. The primary facilitator holds an EdD in Health Education and had extensive experience conducting focus groups with medical patients and providers. The secondary facilitator, who holds a BA in psychology, was trained by the primary facilitator and shadowed her on five sessions before leading sessions independently. To further enhance consistency, the same focus group guides were used within each type of group, and each group was attended by a second staff member who monitored for deviations from protocol and wrote down the sequence of speakers to facilitate transcription of the audio recordings.
Upon arrival, participants provided oral consent (approved by the local Institutional Review Board) and completed the background questionnaires. The facilitator then introduced the study aims and explained the purpose and protocol for the focus groups. The group discussions closely followed the written guide and facilitators used directed follow-up questions to pursue relevant concepts or provide clarification. In exchange for their participation, physicians received a catered meal, whereas patients and physical therapists received financial compensation.
Digital audio recordings were reviewed immediately for completeness and adherence to protocol and transcribed verbatim by trained personnel. To ensure consistency, each protocol was transcribed twice by two different individuals and reviewed for discrepancies by a third person.
Analysis
Because this study extends concepts from behavioral economics and psychology to the clinical context of pain management, we employed directed Note: *Percentages do not add up to 100 because of missing data. content analysis (Hsieh & Shannon, 2005) , which is more structured than conventional approaches and draws on existing theories to establish initial categories for coding. Three major themes references to perceptions of time and time horizons, references to age and age differences, and references to patient-provider discrepancies were derived a priori based on the general aims of the study (Hsieh & Shannon, 2005) . Associated themes and subtopics were identified from an exploratory analysis of the transcripts. The first three authors read through all transcripts on an ongoing basis and developed an initial list of themes and accompanying definitions. Data acquisition continued until no new themes emerged in the last group indicating that thematic saturation had been reached (Krueger, 1994) .
For systematic analyses, the first three authors developed a standardized coding guide to identify parts of the transcript related to each of the three major themes. To enhance consistency, the guide was reviewed by the last two authors and amended until consensus was reached (two revision cycles). The transcripts were then entered into NVivo 9 (QSRInternational, 2011), a qualitative analysis software program, and the first author trained two research assistants in the use of the standardized coding guide. Next, the two assistants coded the full set of transcripts independently from each other.
To establish reliability, consistency indices (% agreement between raters) were computed for each group of respondents (Table 3) . Average consistency was 87%, which is considered strong evidence for reliability (Boyatzis, 1998) but indices were somewhat lower for time horizons. Most discrepancies in that theme were due to coders being more or less inclusive in marking sections of the same passages. Any remaining discrepancies were reconciled in a joint session among coders and the first author with the latter serving as a tiebreaker.
Following common practice in qualitative research (Bernard, 2006) , the Results section presents concepts and ideas mentioned across multiple groups along with representative quotes. To enhance rigor and consistency, the first author prepared an initial draft of this section, which was then reviewed independently by both the coauthors and the coders for consistency with the original transcripts and the coded responses, respectively (three review cycles). Quotations are labeled with speaker's age, gender (M = male and F = female), race (Asian, Black, White, or other), and type of respondent (PA = patient, PT = physical therapist, and MD = physician).
Results
Age Differences in Time Horizons
When describing the temporal course of pain and pain treatments, both patients and providers differentiated among multiple time periods in the near or more distant future. In doing so, they used temporal markers (e.g., "next/last week," 59/M/ White/PA, 85/F/Black/PA, 58/F/White/PT; "years from now"/"in terms of years," 53/F/Black/PA, 55/F/White/ PA, 44/M/White/MD) as well as eventbased or seasonal markers (e.g., "when I have surgery," 55/F/other/PA, "when they're going to need a knee replacement," 62/M/White/MD, and "when it's going to snow," 53/F/Black/PA). This provides initial evidence that temporal perspectives are a meaningful aspect of patients' and providers' conceptualizations of chronic pain management.
We also found that respondents mentioned several distinct aspects of time horizons: the long-term prognosis of the pain condition, the time horizon for concrete treatment planning, and concerns about future side effects. Although these components overlapped in some respects, they showed divergent patterns by age and among patients and providers. We therefore discuss each of them separately.
Long-Term Prognosis.-Patients and providers agreed that long-term prognoses differ by age such that pain conditions among older adults are more likely to be chronic and more likely to show a downward trajectory. Specifically, comments from middle-aged respondents reflected some hope for positive future developments. One middle-aged woman, for instance, stated that she had "faith [. . .] in finding a cure or something for my pain Although both patients and providers consistently described pain among older people as more stable and chronic, some providers questioned whether such assessments realistically reflect older patients' prognoses. A physical therapist, for example, noted that there is a "stereotype that as you get older it's the expectation that you may have pains because things [. . .] start to break down" (30/F/ White/PT).
Treatment Planning.-For time horizons in treatment planning, the most consistent finding was patients' strong emphasis on the present moment. When asked how far they thought ahead with regard to pain management, both younger and older patients reported that they were taking it "day by day" (53/F/Black/PA, 77/F/White/ PA, and 81/F/White/PA) or even "minute by minute" (55/F/Other/PA). Similarly, when asked how they approached trade-offs between present and future outcomes, the majority of patients reported an exclusive focus on the present, whereas those patients who tried to balance present and future experienced difficult trade-offs: "It's like juggling. You're actually juggling with it" (53/F/Black/PA). Interestingly there was no evidence for any age differences in patients' tendencies to prioritize the present moment. Thus, although patients perceived pain to be more chronic in advanced age, this did not appear to affect their time horizons for treatment planning.
Patients offered several explanations for their present-focused attitude. Some found future planning difficult because they could not forecast their pain: "I don't look ahead; I just go with the moment. [. . .] I can't foresee [. . .] when it's gonna hurt again or if it's gonna hurt and where it's gonna hurt. So I just go along with it as it happens" (83/F/White/PA). Patients were also wary of thinking about and hoping for a better future because they had been disappointed before "It's no longer [. . .] 'all right ten years from now they're going to get some miracle drug and I'm going to be flying in the air like the Jetsons and it works'-no!" (53/F/Black/PA). Other patients actively avoided thoughts of the future because they feared what lay ahead: "I don't want to think down the road and say you know what, I'm going to be like this or worse in the future. So I'm just living in the present right now" (55/F/White/PA). Consistent with this notion, the rare instances when patients referred to the future mostly involved concerns about negative future developments ("If I have the other knee done I'm going to have a lot of pain," 88/M/White/ PA).
Patients' present-focused treatment time horizons stood in stark contrast with providers' perspectives. With the exception of cases of acute pain, providers consistently reported that they planned and administered pain management regimens for the long run. This pattern was found for both physicians and physical therapists. For instance, one physician stated: "you realize that you really need to [. . .] think in terms of years, in terms of a much longer time strategy" (44/M/White/MD). A physical therapist put it similarly: "It's not going to be gone in a week. This is something that's going to be a long process" (42/F/White/PT). Importantly, providers were well aware that their time horizons differed from those of their patients. As one physician stated: "For patients it's [. . .] days to weeks. For physicians I would say it's more months to years" (44/M/White/MD). This sentiment was echoed by both physicians and physical therapists.
Concerns About Future Side Effects.-Even though pain patients reported a strong present focus with regard to treatment planning, they were aware that some treatments could cause negative long-term side effects. Importantly, concerns about future side effects appeared to be relatively independent from time horizons for treatment planning. For instance, the same woman who approached her treatment on a "minuteby-minute" basis declared herself "terrified" of medications because they might cause untoward side effects in the future (55/F/other/PA).
Apprehension about negative side effects differed widely among patients, but we found no evidence that such concerns increased with age. In fact, an older woman directly invoked her limited time horizons to explain why she was not concerned about negative future effects: "I mean, you do become addicted somewhat [. . .] But at this point in our lives it doesn't really matter" (83/F/White/ PA). Similarly, an 88-year-old man selectively prioritized current well-being over future outcomes: "My theory is that if it helps, I don't care if it has a long-term effect or not" (88/M/White/PA).
Consistent with the observed heterogeneity among patients, providers differentiated between two broad types of patients: those who are seeking immediate pain relief with little regard to the future and those who accept less than adequate pain relief in exchange for fewer treatment-related side effects in the future. However, although responses from patients did not suggest any age differences in these tendencies, physicians were more concerned about side effects among older patients compared with younger patients. As one physician remarked: "I definitely treat my elderly patients very differently from my younger patients, [. . .] I do feel more [concern about] their side effects to opiates and [benzodiazepines]" (31/F/White/MD). At the same time, older adults were seen as less willing to accept narcotic medications. One physician observed that "among elderly patients, there is a frequent bias against narcotics because folks are scared of getting hooked or addicted [. . .] I think the opposite exists sometimes with my younger patients" (44/M/White/MD).
In summary, our analyses indicated that there are several distinct aspects of time horizons in pain management that appear to be relatively independent from each other and show divergent patterns across age groups and among patients and providers. With regard to long-term prognoses, patients and providers agreed that pain is more stable and chronic in older compared with younger adults. Horizons for treatment planning, in contrast, did not appear to vary by age but differed markedly between patients and providers: Patients described a present-focused attitude, whereas providers reported a longer term orientation. Finally, patients varied widely in their concerns about long-term side effects, but this variability was not explained by age. Providers, however, were more concerned about negative long-term treatment effects in older compared with younger patients.
Implications for Practice
A better understanding of time horizons in the context of CNCP is not an end in itself but has implications for practice. Our analyses revealed two broad areas of concern. First, discrepant time horizons may prompt misunderstandings and adversely affect the patient-provider relationship. Second, patients' present-focused approach to treatment planning may pose a challenge to successful self-management. We now examine each of these points in more detail.
Patient-Provider Relationship.-Patients and providers agreed that discrepancies in time horizons resulted in conflicts during treatment planning. In fact, some of their statements reflected considerable levels of frustration. Specifically, patients voiced concerns that providers' treatment plans were not meeting their immediate needs. As one patient remarked: "You know, [. . . if] my jeans were on fire, I wouldn't say, well, next week will be okay" (59/M/White/PA). Although immediate access to pain relief was a major concern for many patients, some patients would have liked their providers to take a longer term perspective: "They'll say [. . .] take this and [. . .] give you this prescription but they really don't follow through" (51/F/other/PA).
Providers, in turn, were mostly concerned that patients' focus on the present would prevent them from reaping the long-term benefits of certain treatments. Both physicians and physical therapists mentioned this problem, but the issue was particularly salient when recommending physical therapy. One physician stated: "They will tell me it doesn't work why are you bothering and [. . .] I'm trying to get them to understand that physical therapy may take months but it [. . .] often times is the best long term relief" (53/F/MD/ White). A physical therapist echoed this sentiment: "Patients often want a quick fix [. . .] because they just want to feel better and so sometimes you struggle with okay, well you have to go through a little bit of pain sometimes to get to where you want to go" (26/F/White/PT).
Among physicians, there were specific concerns that some patients were so apprehensive about future side effects that they refused certain treatment approaches. In this context, one physician described the challenges of getting patients to accept opioids: "When they really really really need [. . .] some kind of relief, [. . .] sometimes they will resist and resist and resist" (59/F/White/ MD).
If not addressed, discrepant time horizons may lead patients to switch providers. One patient, for instance, noted that "surgeons are always eager to do something. But I could find an orthopedist who's not a surgeon, and go to him" (88/M/White/PA). On one hand, a switch in providers may improve patient outcomes. One patient who had recently switched practices happily reported that "they're specialized in what [. . .] I'm dealing with" (55/F/ White/PA). On the other hand, excessive "doctor shopping" can stand in the way of consistent treatment (37/M/White/MD).
Providers reported a three-pronged conflict resolution strategy. First, they focused on establishing good rapport. One physician explained: "[It's important to] make them feel that you [. . .] understand what they're going through" (29/M/White/ MD). Similarly, a physical therapist noted that "I tend to give them that moment and I validate their feelings, I validate that-yes you do have pain" (25/F/Black/PT).
Second, providers made small concessions to patients' immediate needs. As one physician put it: "You have to meet them halfway" (60/F/Asian/ MD). However, providers emphasized that they used such early concessions as leverage to pursue long-term goals. One physical therapist explained When I initially see a patient I may use more shortterm [strategies] for many reasons: to get them to relax, to get them to trust me, to get them to move better. [. . .] then I will [. . .] start to introduce the long-term things which are going to help them manage it on their own (42/F/White/PT) Finally, providers tried to educate patients about temporal trade-offs. As one physical therapist put it: "If they are taking drugs for the short term [. . .], [to] educate them that certain ones will not be able to be continued at such high doses [. . .] that they might need to be more proactive with their care" (25/F/White/PT). Providers reported no attempts to tailor conflict resolution strategies to patients' age, suggesting that the same strategies are used across age groups.
Self-Management of Chronic
Pain.-Even if providers and patients agree about the best course of treatment, following a long-term treatment regimen requires successful self-management, and this may pose a challenge for treatment compliance. Although the focus group guides did not explicitly probe for self-management, both patients and providers raised this topic on multiple occasions.
Entering into a long-term treatment regimen was perceived as an initial hurdle. As one physical therapist noted Responses from patients suggest that, at least for physical therapy, there is concern that initial increases in pain and discomfort are difficult to overcome. As one patient stated: "The doctor tells you 'listen you got to move the leg. Especially if it hurts your leg. Exercise the leg, get it strong.' We don't want to do that because we are scared to take the initial pain" (49/M/Black/PA).
Aside from concerns about initial exacerbations in pain, patients reported problems with inertia and a lack of motivation for maintaining longterm treatments. One patient explained: "I won't follow up because I'm a procrastinator [. . .] I have lots of [. . .] hope and goals and yoga and this and that and the other thing but I don't know if I'll do it or not" (59/M/White/PA). Echoing this sentiment, another patient reported: "We have to participate in our own recovery, [. . .] some of us [are] just lazy, we don't exercise, don't walk, we don't want to swim, we don't do anything. But we [are] mad at the doctor because, why isn't this working?" (49/M/Black/PA).
Physical therapists are well aware of such problems: "There are [. . .] patients that [. . .] are totally unrealistic in terms of how they're doing and what can be expected from us. They expect us to just take care of everything and they're not going to do anything at home" (58/F/White/PT). To overcome patients' inertia, one therapist said that she was trying to "steer away from that pain focus and try to focus more on function and long-term goals" (25/F/Black/PT). The importance of setting specific future goals was reiterated by another physical therapist: "I think it's important [. . .] to have the patient phrase the goal in the sense of something they really want to do in [. . .] either functionally or recreationally" (52/M/White/PT).
Providers also reported that patients' selfmanagement abilities differed by age. Older patients were perceived as more passive than younger patients and less likely to take an active role in their treatment. One physical therapist suggested that "the older that the patient gets, the more they would like to [. . .] think of it as a something out of their control like the weather [. . .]" (30/M/White/PT). This sentiment was echoed by a physician who found that among older patients "there tends to be a passivity about [the pain] that you sometimes don't see in younger patients" (46/F/Black/MD). Perhaps as a result of this passivity, one physical therapist perceived older adults as "less receptive to the fact that they can have control over their pain with exercise" (42/F/White/PT).
Ultimately, maintaining treatment adherence in the long run remains a challenge because the realization that a life-long commitment is required can be daunting. As one patient put it: "I had physical therapy, and I liked it a lot. But the [. . .] therapist told me when I'm finished, you have to do this exercise every day for the rest of your life. So that kind of threw me" (74/M/White/PA).
Discussion
Taken together, our findings represent a first step toward a better understanding of the role of temporal horizons and time perceptions in the management of CNCP among patients of different ages. First and foremost, our results suggest that patients and providers differentiate among multiple aspects of time horizons including the longterm prognosis of a pain condition, the temporal scope of treatment planning, and concerns about long-term side effects. Although there is some overlap among these concepts, we found divergent patterns among patients of different age groups, between patients and providers, and even within the same individual.
We also found that perceptions of time horizons differed by age. As outlined in the introduction, existing theoretical frameworks did not allow for consistent predictions about the direction of age differences. Age-related limitations in life expectancy might point toward a more present-focused attitude among older adults (Carstensen, 2006) . At the same time, older adults appear to be better at construing future outcomes (Löckenhoff, 2011) , which would suggest an age-related focus on the future. Supporting the notion that multiple mechanisms are at play, we found divergent age patterns for specific aspects of time horizons. Consistent with an age-related focus on long-term outcomes, older adults perceived their conditions as more chronic than younger adults and expected to live with pain for the rest of their lives. In contrast, we found no evidence for age differences in time perspectives for treatment planning. If anything, older patients voiced less concern about future side effects than younger patients and limited time left in life appeared to be a contributing factor.
We also found that perceptions of age differences varied considerably among groups of stakeholders. Although patients and providers agreed that pain is more chronic among geriatric populations, we found large discrepancies in the temporal scope of treatment planning such that providers favored a long-term approach, especially for older adults, whereas patients favored immediate pain relief regardless of their age. Also, although providers perceived older adults to be more concerned about long-term side effects, responses from patients did not support this observation. Discrepancies in time horizons between patients and providers have important practical implications because they may negatively affect the patient-provider relationship and lead to frustration on both sides. Our findings suggest that-ultimately-such concerns may limit compliance with treatment regimens and lead patients to switch providers.
Our results further suggest that time horizons play a critical role in the self-management of CNCP. Both physicians and physical therapists reported difficulties with the initiation and long-term maintenance of self-management techniques, especially with respect to physical therapy. Patients, in turn, acknowledged the benefits of long-term strategies but reported difficulty in trading off immediate pain for future pain relief and in maintaining efforts over time. Conceivably, older adults, who are more likely to see their pain as chronic, may find it particularly daunting to adhere to a treatment regimen for the rest of their lives, and this may explain why providers perceive them as more passive.
Ultimately, a better understanding of the role of time horizons in the self-management of CNCP can inform appropriate behavioral interventions. Current approaches primarily target pain education, self-efficacy, and goal setting (Carnes et al., 2012 , Krein, Heisler, Piette, Butchart, & Kerr, 2007 . However, our findings suggest that even if patients understand the benefits of certain treatments and feel confident in performing specific exercises, they may have difficulty accepting trade-offs between present and future outcomes and may not be able to maintain their engagement over time.
Clearly, a better match between patients' conceptualizations of treatment time horizons and providers' persuasive and educational strategies is needed. Comments from providers suggested that in-depth conversations can help to improve consensus regarding optimal courses of treatment. However, because of logistic and financial considerations, such lengthy exchanges may be difficult to implement in routine clinical practice. To address this problem, future research could develop brief screenings assessing multiple aspects of patients' time horizons. Interventions could then target the specific concerns (e.g., not being able to imagine the future vs. not wanting to do so) that prevent patients from adopting and adhering to long-term treatment regimens. At the same time, educational programs for medical providers need to foster a better understanding of individual differences in time horizons and their implications for treatment outcomes.
In interpreting the results of this qualitative inquiry, important limitations need to be acknowledged. First, our data collection occurred at a major teaching institution with highly trained providers. Also, when asked to refer participants for a focus group study, providers may have selected patients who were particularly vocal and insightful with regard to their pain condition. As a result, the pattern of responses may reflect a higher level of differentiation and self-reflection than would be found in the general population. Also, our focus group guide was specifically designed to elicit discussions of treatment time horizons. The practical relevance of such considerations in everyday treatment contexts and their relative importance in comparison to other contextual factors has yet to be determined. Moreover, the limited sample size in this initial, qualitative inquiry did not allow us to systematically examine relevant covariates such as gender and race (Nguyen et al., 2012; Unruh, 1996) or to differentiate among specific age groups (e.g., young-old vs. old-old patients), and multiple short-and long-term horizons. Future quantitative inquiries should also control for areas of specialization and training among providers and type of pain, intensity of pain, time since diagnosis, recollections of previous pain episodes, and global time horizons among patients.
In summary, this study provides initial evidence for the role of time horizons in the treatment of CNCP across the life span. Although preliminary in nature, our findings suggest that time perspectives are multidimensional, differ between patients and their providers, and vary by age. In practical terms, perceived time horizons may affect treatment preferences and adherence and affect the quality of the patient-provider relationship. Future research should aim to further elucidate such phenomena by using quantitative approaches and recruiting more diverse populations. Ultimately, this line of research may inform interventions to improve long-term treatment adherence and alleviate age disparities in the treatment of CNCP.
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